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Introduction
Childbirth is considered a normative event in a woman's life and is a positive experience for many women. However, childbirth has an amount of inherent risk with maternal mortality occurring in 16 in every 100,000 births in developed regions of the world (World Health Organization, [WHO], 2014) . Approximately one third of women perceive childbirth as a physical threat to themselves or their newborn (Boorman, Devilly, Gamble, Creedy, & Fenwick, 2013; Creedy, Shochet, & Horsfall, 2000; Czarnocka & Slade, 2000; Soet, Brack, & DiIorio, 2003) . Exposure to actual or threatened death or serious injury is specified in DSM-5 Criterion A as necessary to precipitate the development of posttraumatic stress disorder (PTSD) (American Psychiatric Association, 2013) . A recent meta-analysis showed that the prevalence rates of PTSD in the first year following childbirth were 3.1% in community samples and 15.7% in high-risk samples (Grekin & O'Hara, 2014) .
Several risk factors for the development of PTSD following childbirth have been identified in a meta-analysis (Ayers, Bond, Bertullies, & Wijma, 2016) . One of the factors most strongly associated with PTSD is depression. Other risk factors include fear of birth, trait anxiety (Czarnocka & Slade, 2000; Soet et al., 2003) and anxiety sensitivity (Verreault et al., 2012) . During labour and birth risk factors include inadequate or low support from the staff (Creedy et al., 2000; Czarnocka & Slade, 2000) , instrumental deliveries, emergency caesarean section (Creedy et al., 2000; Söderquist, Wijma, Thorbert, & Wijma, 2009) , and lack of control (Andersen, Melvaer, Videbech, Lamont, & Joergensen, 2012; Denis, Parant, & Callahan, 2011; Olde, van der Hart, Kleber, & van Son, 2006; Tedstone & Tarrier, 2003) .
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A recent meta-analysis showed that poor coping strategies have also been associated with postnatal PTSD (Ayers et al., 2016) . For example, poor coping with stress during pregnancy (Söderquist et al., 2009; Soet et al., 2003) and dissociation during labour (Olde et al., 2005) were identified as significant predictors of PTSD symptoms following childbirth. In a cognitive model of PTSD (Ehlers & Clark, 2000) , dysfunctional coping styles have been highlighted as an individual vulnerability factor that can contribute to adverse cognitive processing of a traumatic event and its sequelae, promoting persistent PTSD. First, negative appraisals of the traumatic experience and initial PTSD symptoms produce negative emotions, such as depression and anxiety, and foster the use of dysfunctional coping styles, which in turn promote the maintenance of the PTSD symptoms (Ehlers & Clark, 2000) .
Coping can be categorised as problem-focused coping, which is oriented towards problem solving, and emotion-focused coping, which is oriented towards diminishing emotional distress (Folkman & Lazarus, 1980) . In addition, Endler and Parker (1990) proposed an avoidant coping strategy, which describes the avoidance of stressful situations via cognitive changes and different activities. Of these coping styles, avoidant coping has been found to be a significant predictor of PTSD symptoms in students who experienced a traumatic loss of a close person (Schnider, Elhai, & Gray, 2007) .
Previous studies that examined coping in PTSD following childbirth mainly utilised unidimensional measures of coping abilities (Söderquist et al., 2009; Soet et al., 2003) .
In a recent study of different coping dimensions and PTSD symptoms in parents of preterm and full-term new-borns (Ghorbani, Dolatian, Shams, Alavi-Majd, & Travakolian, 2014) , parents of preterm new-borns reported more use of all types of coping strategies in comparison with parents of full-term new-borns. However, it 6 remains to be investigated which specific dimensions of coping are more important in PTSD after childbirth.
Every year about 40,000 women give birth in Croatia. All births are attended by a skilled health professional (WHO, 2013) . A home birth or an elective caesarean section is not offered to women on demand. An increase in the caesarean section rate has been observed in the last decade (Rodin, 2017) . The caesarean section rate is currently 23% and assisted vaginal birth rate is 1.4% (Rodin, 2017) . The maternal mortality rate is higher than most other European countries at 17 per 100 000 births (WHO, 2013) . Research on perinatal mental health in Croatia is still quite rare. Studies have mainly focused on anxiety during pregnancy, such as fear of childbirth or anxiety due to prenatal diagnostic procedures (Brajenović-Milić, Martinac Dorčić, Kuljanić, & Petrović, 2010; Jokić-Begić, Žigić, & Nakić Radoš, 2013; Nakić Radoš, Košec, & Gall, 2013; Nakić, Tadinac, & Herman, 2009 ) and postnatal depression (PND) (Čuržik & Jokić-Begić, 2012; Nakić Radoš, Tadinac, & Herman, 2016; Reić Ercegovac & Penezić, 2011) . A recent study examined predictors of PTSD symptoms prospectively and showed that higher levels of symptoms immediately after childbirth were significant predictors for higher levels of PTSD symptoms two months after childbirth (Srkalović Imširagić, Begić, Šimičević, & Bajić, 2017) . Another recent study compared posttraumatic growth after childbirth in Croatian and UK women (Sawyer, Nakić Radoš, Ayers, & Burn, 2015) and showed that one in three women reported a moderate level of growth. Moreover, growth was predicted by coping strategies, where higher levels of growth were predicted by higher levels of problem-and emotion-focused coping in UK women but the higher levels of avoidance in Croatian women. However, none of these studies examined PTSD symptoms in relation to coping. Given that there is a lack of data on specific dimensions of coping and their relation to PTSD, the aim of the current study was to examine the association between different coping styles and PTSD symptoms. Given the strong association between PTSD and depression, this study also aimed to examine coping in relation to depression. It is hypothesised that avoidant coping styles would be associated with higher levels of PTSD.
Methods

Participants
A sample of 160 women was recruited through the internet and by word of mouth in Croatia. Women were eligible to participate if they were over 18 and had given birth within the last two years. Seventeen participants were excluded from the final analysis due to incomplete responses or time since birth being less than one month or over two years. The mean age of mothers was 31.3 years (SD = 4.2, range 22-41) and the average time since giving birth was 11 months (SD = 6.5, range 1-24). All participants gave their informed consent prior entering the study.
The sample characteristics are shown in Table 1 . The majority of women were married, highly educated and employed. The majority were primiparous and had a normal vaginal delivery. Eighteen women (11.3%) stated that they had been diagnosed or treated for psychological problems since the baby was born. Only 2 women (1.3%) were currently taking medication for psychological problems.
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Procedure
This was a cross-sectional online questionnaire study. The study was conducted as part of a larger cross-cultural study in the UK and Croatia. The URL was posted on a Croatian website for parents (www.roda.hr), a social networking site (www.facebook.com), and was distributed through word of mouth.
Ethical approval for the larger study was obtained from the University of Sussex (UK) ethics committee. Participants were provided with information about the study and were ensured that their responses would be confidential, and they could withdraw from the study at any time. Questionnaire responses were entered automatically into a password-protected database.
Instruments
The Impact of Events Scale (IES: Horowitz, Wilner, & Alvarez, 1979) : this questionnaire is used to assess posttraumatic stress reactions in response to a severe or traumatic event(s). The IES has been recognised as a useful instrument in measuring traumatic stress following childbirth (Czarnocka & Slade, 2000; Lyons 1998a ).
Moreover, it has been documented to be a more satisfactory instrument to measure stress reactions following childbirth than its revised counterpart, the IES-R (Olde, Kleber, van der Hart, & Pop, 2006) . The IES consists of 15 items measuring avoidance (8 items) and intrusion (7 items). The items are rated on a 4-point scale, ranging from 0-5 on the frequency that the items have been experienced as a result of childbirth, over the seven days prior to testing (0=not at all, 1=rarely, 3=sometimes, 5=often). This yields a maximum score of 75. Scores are graded on a continuum, with scores under 15 classed as subclinical, 16-25 as minor, 26-44 as moderate and severe scores are classified as 45 and over (Corneil, Beaton, & Murphy, 1999) . The overall reliability for the total inventory was high (a=.86), as was the internal consistency of the scales (intrusion, α=.78 and avoidance, α=.82) . Furthermore, test-retest reliability was high at .87 (Horowitz et al., 1979) . The scale has been previously translated and validated for use in a Croatian sample (Powell & Duraković-Belko, 2002; Ljubotina & Muslić, 2003) . In this study the internal consistency was α=.91 for the total inventory, and α=.85 and a=.84 for avoidance and intrusion respectively, indicating high reliability.
The Edinburgh Postnatal Depression Scale (EPDS: Cox et al. 1987) : this is a ten-item inventory which is used to assess the prevalence of depression symptoms over the previous week. The items are rated on a 4-point scale ranging from 0-3, which yields a maximum score of 30, with greater scores signifying a greater level of depression symptoms. The overall reliability for the EPDS was high α=.88 (Cox, Holden, & Sagovsky, 1987) . In the present study this is comparable at α=.86. The EPDS has also been previously validated and successfully utilised within a Croatian sample where it was shown that the cut-off score of ≥ 9 had the optimal sensitivity and specificity (Nakić Radoš, Tadinac, & Herman, 2013b ).
The Brief Cope questionnaire (Carver, 1997): this was used to ascertain the different types of coping strategies utilised in response to a stressful event. The scale consists of 28 items, which are subdivided into 14 scales measuring differing coping strategies. These were further subdivided into three coping categories according to Schnider et al. (2007) . The coping strategies and their associative coping scales are as follows: Avoidant Coping (incorporating; self-distraction, denial, behavioural disengagement, self-blame and substance abuse), Problem-focused Coping (incorporating; active coping, planning, instrumental support, religion) and Emotionfocused Coping (incorporating; venting, positive reframing, humour, acceptance and emotional support). Ratings are completed on a 4-point scale ranging from 1 (I haven't been doing this at all) to 4 (I've been doing this a lot). Reliability of Approach Coping subscale was α=.86 and of Avoidant Coping subscale was α=.75. The Brief Cope has also been verified in a Croatian sample, where a similar factor structure to the original inventory was observed (Hudek-Knežević, Kardum, & Vukmirović, 1999) .
Demographic and obstetric data: this comprised of standard demographic questions such as age, marital status, education level, ethnicity, and religion, as well as obstetric questions such as parity, type of delivery, and number of months since the last baby was born. Information on previous and current psychological problems, and whether medication was being taken for current psychological problems, were also obtained.
Statistical Analyses
Data screening indicated that PTSD symptoms were positively skewed.
Transformations did not normalise the data. However, skewness and kurtosis indices were below 3 and 10, respectively, as proposed by Kline (2005) to be considered as complying with the assumption of normality. Non-parametric statistics were used to test associations between the IES and other psychological measures (Spearman's correlation) and hierarchical regression analysis was performed on non-transformed data. A minimum of p < .05 is set for statistical significance in all analyses.
Results
Descriptive statistics for PTSD and depression symptoms, and coping are presented in Table 2 . The average values for PTSD and depression symptoms obtained in this 11 sample are classified as subclinical. However, a wide range of scores was observed for PTSD symptoms and depression symptoms, whilst the full range of scores was observed for coping. Ten women (6.3%) had minor PTSD symptoms, 12 women (7.5%) had moderate PTSD symptoms, and 3 women (1.9%) had severe PTSD symptoms following childbirth. Of women who had moderate and severe PTSD symptoms, 66.7% also had clinically significant symptoms of depression (EPDS score ≥ 9). On the other hand, 21.9% of all women had PND symptoms (35/160), out of which 28.6% had also present PTSD symptoms (10/35). In total, 25.0% women scored positive either for PTSD or PND symptoms (n=40).
-Insert Table 2 around hereAnalyses of demographic and obstetric variables, including time since giving birth, found no significant associations between these variables and postnatal psychopathology symptoms. Table 3 shows correlations between PTSD symptoms, depression symptoms, and coping strategies. Depression symptoms were positively correlated with PTSD symptoms. Avoidant coping strategies were positively correlated with PTSD symptoms. Specifically, more use of denial, behavioural disengagement, and self-blame as ways of coping were associated with higher levels of PTSD symptoms. Problem-and emotion-focused coping were not associated with PTSD symptoms. Avoidant coping strategies were also positively correlated with depression symptoms. Specifically, higher levels of depression symptoms were related to higher levels of self-distraction, denial, and self-blame. Of problem-and emotion-focused coping, higher levels of depression symptoms were associated with lower level of planning and higher level of emotional support. Table 3 around hereTwo hierarchical regression analyses were performed with PTSD and depression symptoms as criteria and coping as predictors (Table 4 ). In the first step postnatal psychopathology symptoms were controlled for (either depression or PTSD symptoms, respectively), which explained 19.2% of symptoms variance. In the second step, coping was entered. This explained only 0.5% of PTSD symptoms variance which was not significant. However, coping styles explained additional 11.5% of depression symptoms variance which was significant, and self-blame was identified as a significant predictor.
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Discussion
To the authors' knowledge, this is the first study to explore how specific coping styles are related to PTSD and depression symptoms following childbirth. In this sample, 1.9% of women had severe PTSD symptoms. Also, high comorbidity of PTSD and PND symptoms was established and avoidant coping styles were found to correlate with postnatal psychopathology symptoms.
Although the current study focused on symptoms and not a diagnosis of PTSD, the prevalence of 1.9% of women with severe PTSD symptoms is consistent with In this sample, more women with PTSD symptoms also had PND symptoms, whereas there were less women who had PND symptoms who also had PTSD symptoms.
Specifically, less than a third of women with PND symptoms also had PTSD symptoms (28.6%), while two thirds of women with PTSD symptoms also had clinically significant PND symptoms (66.7%). The high percentage of PTSD women with PND symptoms is consistent with previous studies (Parfitt & Ayers, 2009; White, Matthey, Boyd, & Barnett, 2006) . It may be that depression was present before the traumatic event and consequently intensifies PTSD symptoms; or that depression is linked with the event itself; or is a sequela of unresolved PTSD symptoms (Lyons, 1998b ).
In the current study PTSD symptoms correlated with avoidant coping, but not with problem-or emotion-focused coping styles. Of avoidant coping styles, PTSD symptoms were significantly related to denial, behavioural disengagement, and selfblame. These findings are consistent with previous research which show that dysfunctional coping strategies are strongly associated with PTSD symptoms in parturient women (Söderquist et al., 2009; Soet et al., 2003) , soldiers (Solomon, Mikulincer, & Avizur, 1988) , and people with myocardial infarction (Ayers, Copland, & Dunmore, 2009a) . It has been established that avoidant coping, but not emotionaland problem-focused coping, correlated with PTSD symptoms in soldiers surviving an avalanche (Johnsen, Eid, Laberg, & Thayer, 2002) . The current study found that the three avoidant coping strategies of denial, behavioural disengagement, and self-blame were related to PTSD symptoms, which is not surprising as these styles are consistent with PTSD avoidance symptoms. Avoidant coping strategies are thought to impede the processing and habituation of the trauma memory (Pineles et al., 2011) . In comparison, substance misuse was not related to PTSD symptoms, which might be due to the low frequency of as substance misuse as a form of coping in this sample of postnatal women. However, the findings of the current study suggest avoidant coping is not important once depression symptoms are taken into account. It is not clear why this is the case, however it is possible that there is also some overlap between avoidant coping strategies, such as behavioural disengagement, and symptoms of depression.
On the other hand, depression symptoms were related to avoidant coping, emotional support, and lower levels of planning. Of avoidant coping styles, self-blame was a significant predictor of depression symptoms (even after PTSD symptoms were controlled for). This is consistent with previous studies. A recent longitudinal study showed that self-blame, along with other avoidant coping styles, such as self-distraction and substance use, was a significant predictor of PND 8 months after childbirth (Gutiérrez-Zotes et al., 2016) . Women who use avoidance coping have 5 times higher risk for probable PND (Honey, Bennett, & Morgan, 2003) . Distancing and escapeavoidance were both related to higher PND symptoms (Faisal-Cury, Tedesco, Kahhale, Menezes, & Zugaib, 2004; Vedovvi, Kenny, Gibson, Bowen, & Starte, 2001) ; and immature defence style, which is a maladaptive coping style, was a predictor of depression symptoms even one year after childbirth (McMahon, Barnett, Kowalenko, & Tennant, 2005) . All these coping styles can prevent a person dealing with the problem, which may foster or enhance depression symptoms.
A number of limitations should be considered when interpreting the results from this study. A cross-sectional design was employed, which restricts causal inferences regarding the relationship between PTSD, PND, and coping. Longitudinal studies are needed to explore the temporal course of these variables. Recruitment of women during pregnancy would also allow the measurement of psychological problems before childbirth. The sample was also recruited via the Internet. Although time since giving birth was not related to the PTSD symptoms, confounding effects of memory bias cannot be excluded. Compared to the general population of parturient women in Croatia (Rodin, 2017) , more women from the current study were primiparous and highly educated. Also, women who had an assisted vaginal delivery were overrepresented. Therefore, caution should be taken in generalising these results to the larger population.
Notwithstanding, this is the first study to examine coping in relation to psychopathology symptoms following childbirth in Croatia.
Future research is needed to extend these findings. Specifically, studies should assess PTSD at several time points over the first postnatal year using a structured clinical interview as a gold standard. Also, more representative samples should be employed. Fathers should also be included in future studies. Previous research has shown that PTSD symptoms are highly correlated within couples (Ayers, Wright, & Wells, 2007; Iles et al., 2011) , and that a partner's acute stress reaction immediately after childbirth may be predictive of woman's PTSD symptoms at six and 12 weeks postnatal (Iles et al., 2011) . Therefore, it is important to look at dyadic relations between mothers and fathers and provide interventions to the couple as a family unit.
Finally, the majority of studies on postnatal mental health have focused on negative outcomes. However, positive psychological outcomes after childbirth have also been reported, such as psychological growth after traumatic events. For example, third of parturient women in Croatia and up to half of parturient women in UK experienced at least moderate growth after childbirth (Sawyer, Ayers, Young, Bradley, & Smith, 2012; 16 Sawyer et al., 2015) . Therefore, future studies should measure both negative and positive psychological outcomes after childbirth.
Conclusions
Despite the online sampling and cross-sectional design, the rate of PTSD symptoms following childbirth in Croatian mothers in our sample is consistent with the previous literature, with 23.1% of women fulfilling Criterion A for PTSD and 1.9% of women with severe PTSD symptoms. Avoidant coping styles were found to correlate with both PTSD and PND symptoms. Future studies are needed in order to encompass a more representative sample of women and to specify important predictors of PTSD following childbirth in Croatian women. Since PTSD can have detrimental consequences, including a negative impact on the parent-baby bond (Parfitt & Ayers, 2009 ), healthcare professionals need to be aware of the potential of PTSD following birth. Screening for postnatal psychopathological symptoms should be performed both for PND and PTSD symptoms, especially because there are women with PTSD symptoms who are not depressed, which could be missed otherwise. Screening for PTSD symptoms could be performed one month after childbirth in order to identify mothers who need additional referral to mental health care practitioners (Lyons, 1998b) . Step 1 Step 1 Constant 
